antiplatelet therapy was made. Laboratory tests did not show any coagulation abnormalities. The patient was referred for percutaneous closure of the defect. After 1 month, he was readmitted to the hospital, and a successful ASD closure procedure was performed with 14-mm Amplatzer septal occluder (Abbott) (FIGURE 1F).
One of the indications for interventional treatment of ASD is the presence of paradoxical embolism. Most often, it manifests itself in the form of a stroke or an embolism in other peripheral vessels.
1 We present a rare case (probably the first in Polish literature) of paradoxical embolism that caused a myocardial infarction in a young patient without any cardiovascular risk factors. In such a case, percutaneous closure of ASD should be indicated and is believed to be associated with a reduction in the recurrence of not only cerebrovascular events but also peripheral embolism. [2] [3] [4] A suspicion of paradoxical embolism should be raised in young patients with acute myocardial infarction, without cardiovascular risk factors, and without current atherosclerotic disease. A 37-year -old man was admitted to the hospital with typical severe retrosternal pain. He did not have any risk factors for coronary heart disease or a family history of cardiovascular diseases. Electrocardiography showed a sinus rhythm of 60 bpm, high T waves in leads V 3 -V 6 , with inverted T waves in leads III and V 1 . Laboratory tests revealed significantly elevated troponin levels (417 pg/ml [reference range, 0-14 pg/ml]) and elevated creatine kinase -MB levels (21.53 ng/ml [reference range, 0-4.87 ng/ ml]). Acute myocardial infarction without ST--segment elevation was diagnosed. Immediate coronary angiography was performed. It showed embolic material causing almost subtotal occlusion (95%) with slowed flow in the first septal branch of the left anterior descending artery (FIGURE 1A). Other arteries were normal without significant stenoses.
Balloon angioplasty of the septal artery with Mini TREK 1.5 × 15 mm 14 atm (Abbott) was performed, with good angiographic result (FIGURE 1B and 1C). Echocardiography showed no contraction abnormalities of the left ventricle with good ejection fraction, but it also revealed right ventricular enlargement with a suspected atrial septal defect (ASD). Transesophageal echocardiography confirmed the presence of ostium secundum ASD with dimensions of 11 × 13 mm and left-to-right leak (FIGURE 1D and 1E) .
The patient was discharged from the hospital in stable clinical condition without angina. He was recommended the use of zofenopril and atorvastatin. Due to embolic, nonatherosclerotic cause of myocardial infarction, a decision to start the anticoagulant warfarin instead of 
